However psoas abscess formation in an addict using femoral venepuncture has not been reported. A 52 year old heroin drug addict was admitted with a 2 cm diameter subcutaneous left groin abscess which was incised and drained. Staphylococcus aureus was cultured from the pus. He had been an addict for 30 years and had changed to femoral venepuncture when his upper limb veins were no longer usable. Systemic antibiotics were considered unneccessary and he was discharged. He returned for wound dressing daily as an outpatient. The patient was readmitted 25 days later with a history of increasing right iliac fossa pain for one week. Signs of focal peritonitis in the right lower quadrant of the abdomen with psoas muscle irritation were present. A temperature of 37.8°C and leucocytosis of 14.3 x 109/l were recorded. Plain abdominal X-ray revealed blurred psoas shadows on both sides. Because acute appendicitis could not be excluded, the right iliac fossa was explored through a grid-iron incision. The appendix was confirmed to be normal. A huge abscess was palpable in mid right psoas. The fascia over the lower third of the right psoas muscle was rendered hard by inflammation. Appendicectomy was performed and the peritoneum closed. The abscess was explored extraperitoneally and 200 ml of pus was drained. A tube drain was left in the abscess cavity. The wound was not closed because of marked contamination. The same strain of S. aureus was again cultured from the pus. The drain was removed after 7 days when discharge was minimal and the wound healed by second intention.
The psoas abscess of this patient appears to be the result of necrotizing fasciitis along the psoas fascia rather than metastatic abscess because inflammation was demonstrable from the groin upwards. It is also of interest because it mimicked an intra-abdominal condition.
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